Papers
The Diagnosis of Schizophrenia by Professor I R C Batchelor FRCPEd FRSEd (University ofSt Andrews) Manfred Bleuler (1963) examined the concept of schizophrenia in its historical setting and stated his personal opinion. He did not see schizophrenia as a disease process, but argued that some disposition in the direction of schizophrenic psychic life may exist even in the healthy subject, a normal part perhaps of human nature, usually repressed but liable to be elicited by somatic diseases or psychological stresses of very varied kinds. This seems too broad and inclusive a concept, and hard to apply in research. Langfeldt (1960) has also recently restated his views, delimiting schizophrenia along Kraepelinian lines but perhaps even more narrowly, since some of his schizophreniform group on follow up were found to be dementing schizophrenics. The viewpoint to be outlined here is much closer to Langfeldt's than to Manfred Bleuler's. In research, it seems better to omit some cases which may be schizophrenic, than to include those which are not. We must aim at precision in diagnosis: but this is a complex field, opinions will continue to differ widely until it has been brought into greater scientific order, and it is relevant, therefore, to preface a report of psychological researches with some indication of the clinical standpoint from which they originated, to show how this is likely to have affected the selection of a group of cases called schizophrenic.
Sixty-five years after Kraepelin (1913) made his pioneering distinction between dementia precox and manic-depressive psychosis, their clinical differentiation in individual cases still often gives rise to difficulty. This differentiation may indeed be hard and the correct diagnosis remain for a considerable time in doubt: but it is commoner for a case of affective psychosis to be misdiagnosed as schizophrenia than vice versa. The diagnosis of schizophrenia is often made on insufficient grounds, and sometimes on an assumption as naive as that, since a young adult is hallucinated, he or she must be schizophrenic. It is true that in a young patient the persistence of auditory and visual hallucinations in clear consciousness will suggest the diagnosis of schizophrenia, but their mere presence is insufficient to warrant it. One cannot rely in diagnosis on the evidence of single symptoms, even on those which are regarded as most typical, such as 'primary' delusions, feelings of passivity and influence, bizarre hypochondriacal complaints and incongruity of affect; though their concentration in an illness, of course, makes the diagnosis of schizophrenia more likely.
Mistaken diagnoses of schizophrenia are made not only because there has been too much concentration on individual symptoms: but commonly also the view taken of the illness has been too cross-sectional. One must take the symptomatic picture as a whole and relate it to the previous personality, the mode of onset and duration of the disability, the presence or absence of precipitants, and the course of the illness. This necessity can be well illustrated from cases of stupor. In appearance a manic-depressive stupor and a schizophrenic stupor look very alike, it may be impossible to distinguish them at the bedside; but the antecedents and the whole course of the clinical development reveal illnesses of distinct character.
Though a small minority of cases apparently do well, and a further minority make a fair social adjustment, schizophrenia remains in my experience an illness of generally poor prognosis. The high percentages of recoveries reported in the past thirty years by the advocates of various physical methods of treatment seem to be explicable on the grounds either that they have investigated a heterogeneous clinical material or that their methods of treatment have been evaluated without adequate controls, or both. Such physical methods of treatment, whether or not they are beneficial, certainly often befog the clinical picture and, once embarked upon, may render correct diagnosis much more difficult. Not infrequently it is in the patient's interests to withdraw all drugs or cease ECT to gain a clearer view of the symptomatology and trend of the illness. Prolonged follow up clarifies the diagnosis in many cases and this invaluable corrective of clinical impressions is all too seldom applied.
My concept of schizophrenia approximates to Kraepelin's, with the main difference that, following Henderson & Gillespie (1946), I would exclude from schizophrenia the paranoid type or group. Delimited in this way, schizophrenia is not a very common illness, and it occurs more frequently in men than in women. There is probably not much dispute about cases which fall clearly within this concept, the so-called 'nuclear' cases: but one can deviate from the concept in two directions, widening it or splitting it, and many do this. Widening it has predisposed to vagueness, while attempts to divide it further have not, so far, been successful. The effect of introducing the term 'pseudoneurotic schizophrenia', for example, has been improperly to bring under the rubric of schizophrenia cases of psychopathy and hysteria. The adjective 'schizophreniform' is tailor-made to accommodate vagueness.
The term 'schizo-affective psychosis' may occasionally accurately describe a mixture of two psychoses, the concurrence of schizophrenia and manic-depression. More often, it is not the psychoses which are mixed up, but the doctor who, being uncertain about the diagnosis, is hedging: or what is being described is truly a mixed state, but of one psychosis, not of two, a mixed manic-depressive psychosis. Such cases are not uncommon. Retardation, great perplexity, clouding, make the patient often seem even more inaccessible than he or she really is; what the patient says may be delusional and disjointed; hallucinations are common; and irruptions of transient manic affect in a depressive setting may seem like schizophrenic incongruity of mood. The short-term prognosis is very good. Earlier or subsequent attacks of the manic-depressive psychosis, if they occur, may or may not present a mixed picture.
There are a number of other schizophrenia-like psychoses, so-called amphetamine psychosis, alcoholic hallucinosis, and epileptic psychosis. Of these the psychoses associated with temporal lobe epilepsy are perhaps most like schizophrenia; their features have been well described in recent years by Hill (1953), Karagulla & Robertson (1955) , Pond (1957) , and in greatest detail by Slater et al. (1963) . But there are symptomatic differences, in affect and behaviour, in the persistence of clouding and in the fluctuation of the disorder, which distinguish these states from schizophrenia; and however alike in symptomatology at one point in time a schizophrenic and an epileptic psychosis may be, they diverge progressively as one widens the field of enquiry into etiology, family history, previous personality, physical signs, course and prognosis. The psycho-ses described by Slater et al. (1963) are symptomatic psychoses of epileptic origin; their resemblances to schizophrenia may throw light on the pathogenesis both of schizophrenia and of epilepsy; but to call them cases of 'symptomatic schizophrenia' seems to me likely to lead in practice to some confusion, and to more cases of psychosis being loosely miscalled schizophrenia. The differences from schizophrenia must be stressed as well as the resemblances.
These are some of the arguments against widening the concept of schizophrenia: other workers, notably in Germany, have sought to break it down into groupings smaller than the Kraepelinian. Fish (1962) has expounded lucidly the classifications of the Frankfurt school. Kleist and Leonhard each create six to eight subgroups of paranoid schizophrenia, six to eight subgroups of catatonia, four subgroups of hebephrenia; and their subgroups are not the same. These proposed new groupings seem too fine, too personal. But whether or not one thinks that the differentiations go beyond what the clinical facts allow, a stimulus to more careful scrutiny of the clinical phenomena of schizophrenia can be welcomed.
Just looking at them I find it hard to believe that the young male schizophrenic and the middleaged man with a paranoid psychosis are suffering from the same illness: the one withdrawn, uncouth, ungainly, the other so often stimulatingly alert, keen-mannered, normal in outward appearance. They may indeed seem poles apart. There is much evidence to support the concept that schizophrenia and the paranoid psychoses are distinct. Their sex and social class distribution, age of onset and of peak incidence, the previous personality (including intelligence), body build (probably), tendencies to systematization of thought and to mental deterioration, and response to treatment, all seem to tend to separate them. These are clinical impressions which require much more critical study. The psychoses may differ also genetically: studying paranoid psychoses in old age, Kay & Roth (1961) found a low familial incidence of schizophrenia, which is difficult to reconcile with the idea that these were cases of schizophrenia of very late onset. It is interesting also that it is a paranoid psychosis which amphetamine intoxication may induce, never apparently a state which resembles hebephrenia or catatonia.
The relationships of the paranoid to the affective psychoses also merit further investigation. Paranoid and affective symptoms are commonly found in association. In middle-aged women it may be impossible to differentiate a depressive psychosis with paranoid symptoms from a paranoid psychosis with depressive symptoms, except by the outcome. Paranoid delusions may be the presenting symptoms of chronic mania, a rare condition, which is often misdiagnosed paranoid schizophrenia. Paranoid psychoses, though usually persistent, may, like affective psychoses, run an episodic or fluctuating course.
We should discard in its present too rigid form the conventional division of the psychoses into functional and organic. What we know of the ietiology of the so-called functional psychoses, in particular their organic inheritance, makes the term functional a misnomer. More importantly, it blinkers and prejudices our observation. If the patient suffering from an acute manic-depressive or schizophrenic psychosis is mentally clouded, we tend to look for some other physical, complicating disease. Why should we? Mental clouding is not uncommon in the acute phases of schizophrenia. It will be profitable, I believe, to look carefully again at schizophrenia not as a functional but as an organic psychosisto examine attention, perception, memory, language, the hallucinations in all five senses, the dementia from this point of view.
The concept of simple schizophrenia as a separate type, introduced by E Bleuler (1911), does not convince me. The individual who has recovered from an attack of schizophrenia with some deficit may be called a case of simple schizophrenia, and if the accuracy of the history obtained precludes this interpretation, it is hard to differentiate the condition from an inadequate psychopathic state. If we could agree upon what cases of psychosis we will call hebephrenic, catatonic, and paranoid, this in itself would be a useful advance. This grouping has a fairly sound clinical basis, though there is overlapping (particularly of the hebephrenic and catatonic reactions) and some cases are difficult to categorize. It should be used for research purposes: to include for study together all cases diagnosed schizophrenia is to run greater dangers of investigating a heterogeneous sample. Biochemical findings, the response or failure to respond to specific drugs, and psychological testing of the kind described by Dr McGhie, may all help to modify and to clarify our tentative concepts of these clinical groups. For the past few years in Dundee, we have been engaged in a series of studies of the effects of distraction on the performance of schizophrenic patients. This report presents a brief idea of our approach and findings to date, but omits statistics.
Our work originates in an earlier clinical study (McGhie & Chapman 1961) of tape-recorded standard interviews with a group of young schizophrenic patients. These subjective reports of early changes in experience caused by the schizophrenic illness suggested to us that many of the patient's symptoms arose from an inability to direct their attention focally as required in normal concentration. Most of the patients described graphically a lack of control over their attention and a vulnerability to distracting influences. Acting on the basis of these reports we conducted a series of experimental investigations of the effect of distraction on the performance of schizophrenic and other psychotic patients. The testing techniques used in these investigations can be grouped into three categories: (1) Tests examining the effect of auditory and visual distraction on the patient's psychomotor performance. For this purpose we used a number of standard psychomotor tests with modifications which allowed us to study the effects of visual and auditory distraction independently. (2) Tests designed to assess the effect of distraction on the perception and immediate recall of schizophrenic patients. The main technique was to present the patient with information, usually consisting of a series of rapidly presented letters or digits, together with a similar series of irrelevant information. The patient's task was to observe and report the relevant series, while ignoring the irrelevant information. In some of these tests, the relevant and irrelevant information were both presented in the same sensory modality, while in others two sensory modalities were involved. This section of our test battery also included a test where the subject was required to integrate a series of stimuli presented in alternating sensory modalities.
(3) Three tests devised earlier by Payne & Friedlander (1962) to measure 'overinclusive thinking' in schizophrenia. As we were also interested in correlating the clinical picture with performance on the test battery, each patient was examined by standard interview, and this information later transferred to a rating scale derived from Langfeldt's division of 'nuclear' schizophrenia and schizophreniform psychosis. This
